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F 000 | INITIAL COMMENTS F 000
During the recertification survay and complaint
investigation numbers 32063, 32138, conducted
on July 31, 2013, at Life Care of Rhea County, no
deficiencies were cited in refation tg the
complaints under 42 CFR PART 48213,
Requirements for Long Term Care. :
Fi59 ' !
jve action will be taken to ¢ 09/13/2013
’ is & deficient ice? :
a. Resident #92 will have accass to
personal trust fund. Residents with
i . personal Trust Fund Accounts managed
by the facility will have aceess to
F 159 | 483.10(c)}{2)-(5) FACILITY MANAGEMENT OF F 1594 <
85=C | PERSONAL FUNDS m:i:l funds n the weskend beginning
Upon written aithorization of a resident, the Identify residents that have the potentiai 10 be
facility must hold, safeguard, mianage, and ected ailcged defigient j
account for the personal funds of the resident z. Al Facility Residents who have a
deposited with the facility, as specified in personal trust fund account, which is
paragraphs (c}{3)}{8) of this section. managed by the facility, bas the potentiat
to be affecred
The facility must deposit any resident's personal . be what i
funds in excess of $50Q in an interest bearing - " will vou make (o :
accourt {or accounts) that is separate from amy of ce d roc
the facility’s opefating accounts, and that credits s All Business Office Associates were in-
all interest eamed on resident's funds {o that serviced en process of residents having
account. (In paoled accounts, there musi be a aceess 1o persopal trust funds on 8/8/13.
separste accounting for each resident's shate) b, Residents were cducated during Resident
] Council oo 8/6/13 of access to personal
The facility must maintain a resident's personal trust fund. Residents with personal trust
funds th;t‘)' do.not exceed $50 in & non-interest fund.'; }‘:Il'" ﬂ::;x be notified in writing on
. - . ; next billing statement.
: bearing accou:;t. interest-bearing account, or «  Business Office Manager will audit 10%
; petty cash fund. ;  of the residents with personal trust funds
L twice monthly fer three months to
The facility must establish and maintain 2 system determine the residents overall
that assures a full and complete and separate .. undersianding that their account is
accounting, acconding to generally accepted arcessible an wenkeds.
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accounting principles, of each residents personal How the comsctive gotion{s) will be o e witl
funds entrusted to the facility on the resident’s ﬂﬁwﬂmw—h%—mﬂm—#
behalf. will be put into place?
. ! & The Business Ofice Manuger or the
The systemn must preclude any commingtling of ' Nursing Home Administrator will report
resident funds with facility funds or with the funds :he results to ﬂée Perfonna?m .
n otier than anothar resident. mprovemont Committee: {whi
orany pemo‘ | - consistsof; the Nursing nl}fnme
The individual financial record must be available Administrator, Medical Director,
through quarterly statements and on requast to Df[ﬁm.‘ °me“‘;.’:‘gg’ Assistant Director
ent or his or her lagal representative. 0f Nursing/Staff Development
the resid : Coordinator, Human Resource Dircctor,
" . . Dietaty Manager, Admissions/Marketi
The facility must nofify each resident that receives Coordinator, Business Office Manager.
Medicaid benefits when the amount in the Housekeeping/Laundry Director,
resident’s account reaches $§200 less than the Activity Coosdinator, Health Information
SSI rezource limit for one person, specified in Manager, and Maintenance Director).
section 161H{z)(3)B) of the Act; and that, if the The Performance Improvement
amount in the account, in addition to tha value of Committee will review the results of the
the resldent’s other nonexempt resources, report and ensure that all residents have
reaches the SS! resource fimit for one person, the been informed about the avaliabitity of
resident may lose oligibity for Medicaid or SS!. fuhd withdrawal on weekends
This REQUIREMENT. is not met as evidenced
by: -
Based on review of personal trust fund accounts
and Interview, the Tacility failed fo allow residents
aceess to personal funds for forty-five residents
with & personal trust fund account managed by
The findings included: :
Interview with Resident #92 on July 30, 2013, at
10:04 a.m., in the resident's room revealed, ...
Can't get it (money from personal frust fund
account) on weakends and | hate that .."
Review of the facility personal trust fund account
ORM CMS-25E7(02.09) Fravious Versions Dtsolats Event 1:85F511 Faclity t0: THT202 If continuation sheet Page 2ol 24
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dated July 30, 2013, revealed the facility
manages perscnal trust fund accounts for forty
five residents. ] .

interview with the Receptionist on July 31, 2013,
at 1:20 p.m., in the Business Office Managar's
office confirmed residents only have access to
personal furds Monday through Friday, 7:30 a.m.
0 4:30 p.m.

483.13(a) RIGHT TO BE FREE FROM
PHYSICAL RESTRAINTS

The resident has the right to be froe from any
physical restraints imposed for purposes of
discipline or converience, and not required to
treat the resident’'s medical svmpiloms.

This REQUIREMENT is not met as evidenced
by: '

Based on medical record review, observation,
interview, and review of manufacturers
instructions, the facifity felled 1o assess the use of
bolsters a5 a potential restraint for one (#17) of
forty -six residents reviewed.

F 150

F 221

! Fa2r
What co i t
£ all eficient

wil
ce?

were discontinued on 86713,

discontinucd,

at Lt ill be put int

& taken to correct

a.  Resident #17 was reassessed for use of
bolsters as a potential restraint. Bolsters

Klentify residents that have the potential 1o he
aflected by the alleged doficient practice.

a8 All residenis with bolsters were assessed
" for the use of bolsters as a potential
restraint by Assistant Director of Nursing
on 8/6/13, As a result, bolsters were

lace or w

09/13/2013

The findings included:

.Systematic changes will You make o cnsure

a4 Ali Nursing Personnel will be in-
servived on physical restraint policy by

Resident #17 was admitted {o the fiacility on June
10, 2011, with diagnoses including Mental '
Disorder, Chronic Airway Obstruction,

8813 10 8/i4/13

Staff Development Coordinator on

b.  Any new residents with potential for
bolsters as intervention will be assessed

Hypertension, Tachycardfa, Narcolepsy, and for potential restraints by MDS
Intracerebral Hamorrhage. ' Coordinator,
Medical record review of the Minimum Data Set
(MDS) dated July 24, 2013, revealed the resident
scored a ‘9’ on the Brief Interview for Mental
mcmmf(ﬁm)ﬁmﬁhmm Event ID:86PS1t Faciiyy 10 THT202 If continwation shoet Page 3 of24



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICE

STATEMENT OF DEFICIENCIES

PRINTED: 08/02/2013

FORM APPROVED

OMB NO. 0938-0391

(X1) PROVIDER/SUPPLIER/CLIA

{X2) MULTIPLE CONSTRUCTION
. AND PLAN OF CORRECTION IDENTIFICATION NUMBER: U’U,Lm ¥ CoMpLETeD
- 445494 8. WiNG 07/31/2013
| NAME OF PROVIDER OR SUPFLIER STREEY ADDRESS, CITY, STATE, ZIP GODE
‘ 18055 RHEA COUNTY HIGHWAY
LIFE CARE CENTER OF RHEA COUNTY DAYTON, TN 37321
UMMARY STATEMENT PROVIDER'S PL-AN OF CORREGTION
F(')égf-!& (EACSH Dma?,;é, MUST aEOF Pgécwnsgcgss FULL PREFIX ceamcumecmem%’u SHOULD) BE oMo
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) TAG TO THE APPROPRIATE DATE
. DEFICIENGT)
F 221 | Continued From page 3 F 221 . ton(s) will be
Status (BIMS) indicating moderately impaired How the comective action(s) will be ;s
igonitored to epsure the deficient praciice will
cogritive ability. Review of the MDS revealed the e Diedeflclenl o e
resident required extensive assist for all activities will ke put ingo place?
of dally living except eating; and no restraints 4. The Director of Nursing will report any
were in use. potential usage 0f bolsters as restraints
ta the Performance Improvement
Medical record review of the Physician's Committee: {(which consists of, the
Recapitulation Orders for July 1-31, 2013, Nursing Home Administrator, Medical
ravealed an order dated Aprl 2, 2012, for Direstor, Director of Nursing, Assistam
‘Balsters to bed'. Director of Mursing/Staff Developmant
Coordinmn_r, Business Off_ice Manager,
Review of the manufacturer's instruction sheet ﬂgﬁ%ﬁ%ﬂf’““
revealed the bolsters are 34 inches long, 7 inches formation Manaser. and Mai
. . anager, and Maintenance
high, and 7 }£ inches wide. director) for three months.
. . b. The Performance Commitiee wil]
Observation and interview on July 20, 2013, at review the results and evatuate possible
3:48 p.m., with Cerlified Nursing Assistant (CNA) furure actions concoming the usage of
#7 revealed the resident requested assistance to bolmers as restraims,
go 1o the bathroom. Continued observation and
Interview revealed the resident scooted to the foot
of the bed beyond the bolster and was assisted to
a standing position.
Observation of the resident on July 30 at 2:50
p.., and July 31, 2013, at 10:15 a.m., revealed
the resident asleep in the bad with the 1/4 upper
side ralls in the raised positions on both sides of
the bed and bolstars an both sidas of the bed in
the center of the bed. Observation revealed both
of the boisters were secared snuggly to the bed.
Interview with CNA #1 in the haliway outside the
rasident’s room on July 31, 2013, at 12:14 p.m.,
revesled the residant does "scoot ...ceff to the
foot of the bed (the arca between the bottom of
the belster and the foot board) and get out.™)
Interview in the MDS office with the MDS
Coondinator ont July 31, 2013, at 1:04 p.m.,
‘ORI CHS-2567(02-59) Pravious Verslone Obsolele Event ID:BEPS1 Fuety 30 TN7202 If continuation sheet Page 4 of 24
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Based on the resident's comprehensive
assessment, the facility must ensure thata
resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's ¢linleal condition demonstrates that
cathelerization was necessary; and a resident
who is incontinent of biadder recelves apptopriate
freatment and services to prevent urinaey tract
infections and to restore as much normal bladder
function as possible.

This REQUIREMENT is not met as evidenced
by: :

Based on medical record review, facility poficy
review, and interview, the facility falled to perform
a biadder assessment and provide a tolleting
program for ona (#122) of forty six residents
reviewed.

The findings included:
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F 221 Continued From page 4 F 221
revealad the bolsters have been in use since the
resident's last fafl which was in April of 2012 -
(more than 15 months 2go). Continued Interview
corfirmed the holsters do fimit the resident's
freadom and are a safety concemn, Continued
interview with the MDS Coordinator confirmed the
boisters were in place at the time the .
comprehensive assessment was completed and
the facility failed {0 assess the bolsters as a
potantial restraint,
F 316 483.25(d) NO CATHETER, PREVENT um, F 316 £
=D | RESTORE R ER i3
58D LADD What corrective action will be taken togore | 09/13/2013
defic) ice?

& Resident #122 was discharged from
facility.

t i e t tial
i i deficient
A All residents wilt be assessed for changes
in frequency of incontinence and
asseasad for oileting program by
Director of Nursing and the Assistant
Dircttor of Nursing on August 6, 2013

<
cient no

What measures wil] b2 put into place or what
. ‘ol il I

4 All sursing personned will be fn-serviced -

on Bladder Assessment Policy by Staff’
Development Coordinator on 8/8/13 to
814713,

b, Unit Coordinator wilk conduct audits on
changes in vrinary status weakly for four
weeks, then monthly for two months.

"¢ Director of Nursing will review audits

Residem #1122 was adm%ﬁadto&eﬁaciﬁtyon for compliance for four weeks and
January 25, 2013, with dlagnoses Including moathly for two months.
Aftercare for Healing Traumatic Fraciure of L ower

Jmmsmm-mwmwm Event D-88PS 11 Faclly H: THT202

If contimtation shaot Page 4 of 23
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Extremity, Congestive Heart Failure, Diabetes mmmm
Mellitus, Mypertension, Hyperipidemia, Cerebral i £n ractice wi
Vascutar Accident, and Wound Infection. AL WhAL ce pro
1 F
Medical record review of the Bladder Monthly & The Director of Nursing will report the
Flow Report Form for January 25, 2013, to incominence eudit resulto the
Januery 31, 2013, revealed the resident had four ;’;‘;ﬂm ;smﬁzﬂ‘gsgﬂuigwx=
bladder incontinent episodes. Admiri r, Medical Dircctor,
Review of the Admission Minimum Data Set of NarsraySfs o, Assftant Dirctor
(MDS) dated January 25, 2013 Codrdinator, Human Resource Director,
revesied the rasident had occasional urinary Dietary Manager, Admiasions/Marketing
incontinence, (less than seven eplsodes of Coordinator, Business Gffice Menager,
incontinence). Resident a good candidate for Housekeeping/Laundry Directar,
individual training for contierice of urine. Activity Coordinator, Health Information
Manager, and Mainicnance Director).
Medical record review of the Bladder Monthly b.  The Performance Improvement
Flow Report Form for April 8, 2013, to Aprit 14, Committee will review the remlls: Ifi
2013, revealed the resident had twenty three Ewdmﬂ e edmm by ‘h;e“m::tj
-y . an may be pro 2
bladder mon!'ltmen‘t episodes. ) and the evalustion process continued for
i d additional 4 weeks undl 100%
Review of the quartery MDS dated April 15, 2043 an aedition
revealed the r esic_ient had frequent compliance is.achieved.
episodes of incontinonce, (seven or mora
episadas of urinary
incontinence, but at feast one apisode of
continent volding).
Review of the facllity poticy, Guidelines for
Completing the Urinary Assessmants, Catheter
Justification and Other Forms, revealed*.. The
charge nurse
will complete the Assessment for Bowe! and
Bladder Tralning if the
resident is Incontinent to determine if the resident
is 2 candidate for
individual training or timed/scheduled tolleting.
Assessment for Bowel and Bladder Training is
“ORM CMS-2567(02-04) Previous Versions Cbeotete Event iD:8BP511 Faclity 10; TN7202 H contivsstion sheet Page 6 of 24
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completed i the resident
is incontinent...”
Interview with the Direclor of Nursing in the
conference recom on July 31, 2013 at 2:26
p-m,, conjirmed the resident had a changs In the
frequancy of incontinence, and the facility had not
provided a tolleting program.
F 323 483.25(h) FREE QF ACCIDENT Faz3
$§8=D | HAZARDS/SUPERVISION/DEVICES i F23 .
What comortive action will be taken tg comeat  109713/2013
The facilify must ensure that the resident i ici ica?
environment remains as free of accident hazerds _ @) Resldent #17 has been assessed for use
as is possible; and each resident raceives of bed bolster cushions, Bolsters were
adequate supervision and assistance devices to discontinued on Resident #17 on August
prevent aceldents. 6,2013
1dentify residents that have the potentinl to be
affected by the glieped deficient practice,
8} All residents with bed bolster cushions
This REQUIREMENT Is not met as evidenced somerions o afeyy quring
by: place by the Assistant Dirccior of
Based on medical record review, observation, Nursing on $/6/13. This Ecility is free
interview, and review of manufacturer’s of bolster usage as of 8/6/13,
instructions, the facility failed to provide an .
enviroment free of accident hazards by continuing What measures wil] be put into place o1 what
to use bed bolster cushions causing the resident systematic shanges will you miske to ensure
to exit at the foot of the bed for one (#17) of %ﬁﬁw@
3 a UFSi N=5£TV1
forty-six residents reviewed. on proper usage of safety devices by
. . ) Staff Development Coordinator on
The findings included: BIR/13 to &/14/13,
b Any new residents with potential for
. . . bolsters as interventions will be assessed
Resident m was admﬂte::d to the facility on Jurte to see if they limit the residents fieedom
10, 2011, diagnoses including Mental _ or present a safety concern by the MDS
Disarder, Chyonic Alrway Obstruction, Courdinasor.
Hypertenslon, Tachycardia, Narcolepsy, and '
Intracerebral Hemorrhage. J

IR CRIS-2RET(02-98) Prevdous Varmioa: Ohsolads Evocd ¥3:88P511 Faciify 10: Tir202 ' I contiruation sheet Page 7 of 24
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How the comreetive aclion(s) will be L
Medical record review of the Minimum Data Set MM‘%MMJB '
(MDS) dated July 24, 2013, revealed ft«?:n re?ident Retzecurend whet quality sspuance proeram 7 ’m e
scored a ‘0" on the Brief Interview for ta - = .
Status (BIMS) indicating moderately impalred % The Direotar of foming will report any
cognitive ability. Review of the MDS revealed the m;;lmglm;mmﬁt‘éor:minu:
resident required extensive assist for all activitles (which consists of, the Nursing Home
of daily living except eating; and no restraints Admipistrator, Medical Director,
were in use. Director of Nursing, Assistant Director
orNursingJStaﬂ' Developiment

Medical record review of the Physician’s Coordinator, Human Resource Director,
Recapitulation QOrders for July 1-31, 2013, Dictary Manager, Admissions/Marketing
revealed an order dated April 2, 2012, for Coordlnatr{r, Busincss Office Manager,
‘Bolsters to bed' . Housekeeping/Laundry Director,

' ’ Activity Coordinator, Health Information

Managcr, and Mointenance Direstor).
Review of the manufacturer's instruction shest hance vernen
revesied the bolsters are 34 inches long, 7 inghes " m:iftge will revion e relts, IFit
thigh, and 7 % inches wide. is deemed necessary by the committee,
' * additional assessments may be requested
Observation and interview on July 20, 2013, at for Surther si0dy by the oy
3:48 p.m, with Certified Nursing Asslstant {CNA) |
#7, revealed the resident requested assistance to
go to the bathroom. Continued observation and
interview revealed the resident scooted 10 the foo!
of the bed beyond the bolster and was assisted to
2 standing position.
Observation of the resident on July 30 at 2:50
p.m., and July 31, 2013, at 10:15 a.m., revealed
ﬂ}aresideqlafsleeplnﬂ‘lebEdwﬂhﬂ!e1l4upper
side ralls in the ralsed position on both sides of
the bed and the bolsters positioned in the center
on both sides of the bed. Observation revealed
both balsters ware secured snuggly ta tha bed.
Inferview with CNA#1 in the hallway outside the
resident’s room on July 31, 2012, at 12-14 p-m.,
revealed the resident does "scoct ...self o the
foot of the bed (the area between the bottom of
OFM CMS-2567(02-68) Frevious Viersions Obeolak Event ID:88P5 11 Facty 1D: TNT202 i continsption sheet Page 8 of 24



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUFPLIER/CLLA
AND PLAN OF :ORRECTION IDENTIFICATION NUMEER
445494

PRINTED: 08/02/2013
FORM APPROVED

(X2} MU TIPLE CONSTRUGTION

A, BULLDING

OMB NQ. 09380391

(X3} DATE SURVEY
COMPLETED

8. WiING

07/31/2013

“NAME OF PROVIDER OR SUPPLIER

LIFE CARE CENTER OF RHEA COUNTY

STREET ADGRESS, CITY, STATE. 21P COUE
10055 RHEA COUNTY HIGHWAY
DAYTON, TN 37321

MMARY STEMENT DEFICIENCIES PROVIDER'S PLAN OF CORRECTION ]
s{:?e’r-!& (Eac%j DEFIGE%J\" MUST BEOFFRECEDED BY FLLL PREFD( {EACH CORRELTIVE SHOULD BE cosdxamOn
TAG REGULATORY OR 1LSC IDENTIFYING INFORMATION) TAG RENCED TO THE APPROPRIATE DATE
F 323 Continued From page 8 F 323
the bolster and the foot board) and gat out.”)
1 Interview in the MDS office with the MDS
Coordinator on July 31, 2013, st 1:04 p.m.,
revealed the bolsters have been in use since the
resident's fast fall which was In April of 2012
(more than 15 months ago). Continued Interview
confirmed the bolsters do fimit tha rasident's
freedom and are a safety concemn.
F 325 483.25(1) MAINTAIN NUTRITION STATUS F 325
s5=0 { UNLESS UNAVOIDABLE | . F325 0%/13/2013
) jve will be < !
Based on a resident's comprehensive ihis alleped Heficlent ica?
assesement, the facilily must ensure that a a.  Resident #129 was discharged from
resident - facility.
(1) Maintains acceptable parameters of nutritonal
status, such as body weight and protein levels, ent] v olential to be
unless the resident's olinical condition ice
demonstrates that this is not pessible; and &  The Direcior of Nursing on August 6,
(2) Recelves a therapsutic diet when thereis a 20;;:?%! all.residents for significant
iriti bl welight loss,
nal em. b.  With any restdents identified to have
significant weight loss, those tesidents
will be reviewed in the Residents at Risk
Meeting weekly for appropriate
imtetventions,
This REQUIREMENT Is not met as evidenced
by: . . ' What measures will be put into place or what
Based on meadical record review, faciiity poficy systematic changes witl you make 1o cogyre
review, and interview, the faclily fafed to assess e deficlent practice does not recur?
the significant weight loss for one resident (#129) 2 Inmﬁiﬁﬂoﬁ?ﬁﬁaﬁﬁ&?&%ﬂim
- i I M‘ l
of forty-six residents re ) ' Iu;es process by the DON or registcred
s dletician on 8/9/13.
The findings included: b, The Director of Nursing will audit
A weekly/monthly.weights for signifi
Resident #120 was admitied to the faciity on Apr§ el chomary weights or significant
11, 2013, with diagnoses including Left Fracture »
Femur, Cerebravascutar Accident with LeRt Side .
Paralysis, Hypertension, Coronary Artery
SRM CMS-2567(02-83) Pravious Vessions Gbaolets Event I0:88P511 Fanckity B TNT202 I continttation sheet Page 9 of 24
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F 325 | Continued From page 9 F 326
Disease, Depression, and History of Edema, How ihe corcective actionts) will be 160 to nsure the deficient practice wil
Medical record review of the physician orders will b pot inig prgay -SSR BrOZTAY
dated Apﬁl 11 . 2013. iﬂduded '...WEigh upon a The Director Ofiqllﬁiﬂ .
_ n . ; 2 will report an
admission and then g (every) day x (for) 3 days... ;ig:lriﬁum weight lossas monthly to mg
: b Im Committee:
Madical record review of the Initisl Data (:hicmﬁm g;,o :ﬁ?ﬁ"l?smg"hw
Colisction ToolNursing Service with the Administratar, Medical Director,
admission date.of April 11, 2013, revealed the Director of Nursing, Assistant Director
weight of 2536 pounda, of Nursing/Staff Development
Cgordinator. Human Resource Director,
Medical record review of the Waight History Dietary Manager, Admissions/Marketing
revealed the "Agmit Welght™ was not fifled out. Coordinator, Business Office Manager,
Further . the first weight Housekccpmgfl.anndry Director,
review revealed ; weig Agtivity Coordinator, Heatth Information
documented was dated April 17, 2013, for 246 Manager, and Majmegance Di
pounds, & loss of 7.8 pounds or 2.9 percent (%) b ma:;ﬁrr‘ " trector).
OGS for e e el roviow rovesied no " ot
weig the threo days after the admizsion per is deemed i
the physician orders. Further review of the Weight :;s,e Director ommi::g f,’,‘j,"f;:,‘;:‘,:;‘:‘,;,
Hiatory reveated.on May 7, 2013, the weight of monitor the programs for an additionaj 3
236 pounds, a loss of 17.8 pounds or 6.9 % since months until 100% compliance is
the admission. Further reviaw revealed on May achieved.
13, 2013, a welght of 239 pounds, a foss of 14.6
pounds or 5.8% since the admission 30 days
prior.
Medical record raview of the Initial Nutrition Data
Callection Assassment with the admission date of ]
Aprit 11, 2013; revealed the admission weight of
253.6 pounds, no significant weight change
history, [deal Body Weight (IBW) of §35 pounds,
Body Mass index of 39.7 (obese), no edama
present, and the resident was eating an average
of 76% with meals and not meeting the percent
intake required.to meet the estimated nutritionat
need. Further review revealed no additional
diatary documantation after the Intisl
assessmr_lt.
ORM CMS-2587(02:09) Previous Virsions Oteclete Evarnt 0:48P571 Facily ID: TNT202 i continuation sheet Page 10 of 24
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F 325

Continued From page 9
Disease, Depression, and History of Edema.

Medical record review of the physician orders
dated Aprii 11, 2013, included "...weigh upon
admission and then q {(every) day x (for) 3 days..*

Medical record review of the Initia! Data
Collection Tool/Nursing Service with the
admission date of Apri! 11, 2013, revezled the
weight of 253.6 pounds.

Medical record review of the Weight History
revealed the "Admit Welght™ was not filled out.
Further review revealed the first weight
documented was dated April 17, 2013, for 248
pounds, a loss of 7.6 pounds or 2.9 percant {%)
since the admission, Further review revealed no
weights for the three days after the admission per
the physiclan orders. Further review of the Welght
Histery revaeajed on May 7, 2013, tha waight of
236 pounds, a foss of 17.6 pounds or 8.9 % since
the admission. Further review revealed on May
13,2013, 2 of 239 pounds, & loss of 14.6
pounds or 5.8% since the admission 30 days
prior.

Medical record review of the'Initial Nutrition Data
Collection Assessment with the admission dste of
April 11, 2013, revealsd the admission of
233.6 paunds, no significant weight change
history, ideal Body Weight (IBW) of 185 pounds,
Body Mass Index of 29,7 (obese), no edema
present, and the resident was eating sn average
of 76% with meaals and not meeting the percent
intake required to meet the estimated nutrdtional
need, Fusther review revealed no additional
distary documentation after the Initia
assessment.

F 326
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F 326 ; Continued From paga 10

Set (MDS) dated April 18, 2013, revealed the
welght of 246 pounds and no welght loss of 5
percent {3%) or mare intha Last month,

Review of the 30 day Prospecfive Payment
System MDS dated May 13, 2043, revealed a
weight of 239 pounds, and no waight loss.

24, 2013, revealed the problem of "...res
{resident) is at nutritiional risk and for
sl/sx'a(signs/sympioms) of dehydration dua to

diuretic...” Further review revealed no further
documentation exidress the achial weight loss
after the admission.

Medical record review of the electronic n
notss of the Resident at Risk (RAR) meeti

a new admission, RD (Registered Dietifian) to
Tollow with assessment, moniter weekly weights
and monitor on RAR", On April 19, 2013, -
Tesident welght is 248 down 2.99% related to

on RAR." On May 24, 2013, "weight stable with
fo significant change. discontinue from RAR."

Review of the facility policy entitied "Weight
Monitoring”, last revised on March 1, 201 3,
revealed "...Weights...are obtained within 24
hours of admission...and recorded in
{computer)...weight information is used for the
following...for fracking prevalence of significant
weight changes (gain or loss)__.a desigmated
licensed nurse reviews the weights for

Medical record review of the initial Minimum Data

Medical record review of the care plan dated April

need for mech.(mechanical) soft diet, use of daily

revealed the following: April 12, 2013 “residant s

possible ivwer extremity leg edema. Good po (by
mouth) intake, continued plan of care and follow

accuracy...Once the licensed nurse has reviewed

F 326

mmmmm)ﬁmnmm
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Continued From page 11

and approved the welght worksheet, the weight
worksheet is given to the designated individual
whio will input data into {computer)...* Further
review revealed "For evaluating weight
changes...Weight variances are reviewed for
residents with a 5% weight change in 30
days...each identified resident with 2 weight
change has a current nutritional
assassment/progress nota... The Interdisciplinary
Care Plan team address the issue of weight
foss...The rurtritional progress notes describe the
changes,planofactionandp:ograssortackof
progress...”

interview on July 30, 2013, at 4:00 p.m., with tha
Director of Mursing, in the conferarice room,
confirmed no weights were obtained svery day for
trueeic’days after the admission as ondered by the
physician,

Interview with the Registered Nurse MDS
Coordinator on July 31, 2013, at 8:35 am., in the
MDS office, revealed the weights for the MDS
were obtalned from the Weight History data.
Further interview confirmed the Weight History'
faied to include the admission weight in order to
accurately assess the weight changes resulting in
an inaccurate PPS MDS.

Interview with RD #1, on July 31, 201,. at 12:30
p.m., in the dining room, confirmed the resident
had a significant weight loss (at or greater than
6% in 30 days) from the time of the admission to
May 7, 2013. Furthes intorview revealed the
resident’s weight loss had been identified in the
woekly RAR meetings afier the admission related
o edema but had failad ta document the welght
changes in the dietary notes and the care plan

F 325
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F 327 { Continued From page 12 Faz7
F 327 | 483.25(j) SUFFICIENT FLUID TO MAINTAIN T F32r £327 09/13/2013
8s=p | HYDRATION What coraptive action will bo taken 10 oprees
; tiis alteged deficient practice?
The facility must provide each resident with @ Resident #163 was asscased for
sufficient fluid intake to maintain proper hydration dehydration and affected fluids. No
ard health. ) signs or symptoms of debydration were

noted. Water pitchers were Glled every
shift and PRN and hydration is offered
This REQUIREMENT s not met as evidenced three times a day and at resident request,
by ' . . .
Based on observation, interview, and review of mm‘s“ﬂts_ﬂwhaygmm
facility policy. the facHity falled to ensure routine affected by the afleged deficient practice,

h Water pitchers are Glled every shift and

hydration was provided for one resident (#163) of & PRN. Hydeation !

N - Hydration is offered three times a
forly-aix residents reviewed. day and at resident request,
The findings induded: What smeagures will be put into place or what

) . Fystematic chanoes will you make 10 ensure
Revkwpfﬂmepoﬂcyandpmoedure.ﬂydraﬁm at the defict does not recur?
and Nutrition, ravised October, 2008 revealed & All nursing personne| were in-serviced
“...fluid is avaiiable to residents at all tmes. and _ on Hydration procedures by Staff
...the hydration cart provides a means of offering Development Coordinator on 8/8/13 1
snacks at 10 am., 2 p.an,, and HS : §/14/13. ) ‘
(night)...", b The Unit Coordinatars aniror Charge
Nusse will observe hydration pass and

Resldent #163 was admitted to the faclity on July " svaser pitehiers three times a woek for 12
16, 2013, with diagnoses including Left Knee weeks.
dJdoint Remmgnt. Total l{neeArtlmﬁhy.
Anxiety, » Dapression,
Gastroesophageal Reflux Disorder (GERD),

Interview with resident #1683 on July 29, 2013, at
3:20 p.m,, in the resident’s room, ravealed the
facility only provides fluids if you ask for it.

Observation of resident #163 on July 30, 2013, at
4:20 p.m., and on July 31, 2013, at 9:30 a.m.,
revealed the resident had a water pitcher and was
requesting ice water .

HRM CMS-2557(02-00) Previow Versiont Otaolels . Event ID:6BPS11 Eaclity i: TNT202 Hmmme Bol2d
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SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'E PLAN OF CORRECTION
.ﬁ'é‘é’,.iﬂ {EACH DEFICIENCY MUST BE PRECEDED BY FURL Pnlgm {EACH CORRECTVE ACTION SHOULD BE coubtiron
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cmssmenemeolm THE APPROPRIATE DATE
F 327 | Continued From page 13 ' F 327 . . il be
Observation on Haliways 100, 200, and 300 on s uillbe
July 29, 30, and 31, 2013, between 10:00 a.m. to nored to g !:" . :: clice
11:00 a.m. and 2:00 p.m. to 3:00 p.m,, revealed wit into place
no hydration cart was on the hallways. 8. The Director of Nursing wil) report the
resulis of the weekly audits to the
Interview with Certified Nursing Assistant, (CNA Performance Impravement Committee,;
##4), on July 31,2013, at 12:38 p.m. on the 300 (\irhit:'h_omsis:s of, the Nursing Home
hall, confirmed the CNA did not soe the hydration S;immm?t:r k_!edf*:;s ?;::u:;‘
. . 11:00 a.m. recior of Nursing, t Director
cart between 10:00 a.m. and 11:00 a.m of Nor Development
_ . Coorditator, Human Resaurce Dircctor,
Interview with CNA #8, on July 31, 2013, at 12:43 Dietary Mamager, Admissions/Marketing
p.a, In the 200 hall, confirmad the CNA did not Coordiator, Business Office Manager
sen the hydration cart between 10:00 a.m. and Housekeepil'lglaundry Director, !
11:00 a.m. Activity Coordinator, Health Informarion
) . Manager, and Maimenance Director),
Interview with CNA # 5, on July 31, 2013, at 12:45 b.  The Performance Improvement
p.m., on the 100 hall, confirmed the CNA did not Committee wil}-review the results. 1fit
see the hydration cart. ' is deemed necessary by the committee.
Unit Coondinators and/or Charge Nurse
Interview with: Licensed Practical Nurse (LPN.#5) will continue to observe unti) 100%
on July 31, 2013, at 1:05 p.m., in the 100 hall compliance is achicved,

nursing station, confirmed when the Hydration
CNA was not in the building, the cart was not
brought out to the fioor. ‘
F 371 | 483.35(i) FOOD PROCURE, F 371
§8=F | STORE/PREPARE/SERVE - SANITARY

The facility must - .

(1) Procure food from sources approved or
considered satisfactory by Federal, Stata ar local
authorilies; and

{2) Store, prepare, distribute and serve food
under sanitary conditions .

ORM CMS-2557(02-09) Pravious Vesions Obatists Evart iD:88PSH " FacklyID: TNTAR 1t corfimration sheet Page 14 of 24
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F 371 { Continued From page 14 F37r1] mn 09/)372013.
This REQUIREMENT is not met as evidenced + What conm 'ﬂ. - “’“t. he
by: !m gllgg- de Clen praciee
. . . a) Al items were cleaned and siored
Based on observation and interview, the facility ly by Certified Dietary Manager
i 2013,
manner,
. . i idents that ha ential 4
The findings included: the alleped defjcient pracrice.
a) Al Dietary staff will be in-serviced on
Observation of the dish machine in operation proper sanitation in dish washing and
revealed, and interview with the chef present majotuining dietary equipment by the
during the observation, on July 28, 2013, at 9:20 Dietary Munager on August 8, 2013.
a.m., confirmed, the dietary staff member working . ;
the dirly side of the dish machine pushed a dish m‘-m%ﬂ"—“—"ﬂmlﬂ‘—*’akﬂammha
rack containing dirly dishes in direct contact with mm%ﬂﬂ“;rl—gﬁm
the dish rack of clean dishes msadedish &  Toedietary alde were inscrviced on
machine i order to eject the clean dishes from proper sanitation in dish washing in the
the machine in two conseoutive operations, i
E dish machine. The plutc warmer is
thoditary ot mornber wotking on e o o o e
4 c . The flour sugar bin
of the dish maching of the correct procass to lids have beer cleaned, ‘The ice machine
remove clean dishes prior to putting dirty dishes fias been cleaned. The grill and spill pans
nto the dish machine. Further observation have been cleaned. The microwave has
revealed thie dietary staff member working the been cleaned. -
dirty side of the dish machine pugh a rack b. TheDietary Mansger wilf audit proper
containing dirty dishes in direct contact with the sanitation {n dish washing and
rack of clean dishes inside the dish machine in cleanliness of dietary equipment thrze
order to ojoct the claan dishes from the machine tanes weekly for twelve weeks.
for the thind time.
Interview with the dietary staff member working
the dirty side of the dish machine on July 29,
2013, at 9:20 a,m., revealed the staff
member pushed the dirly dishes into the cfean
dishes because . (distary staff member woriting
clean side of dish machine) wasn't in here to
remove it (clean rack inside machine)...”
Observation of the dish machine in operation, on .
Event 0.8t 411 éunylbz‘mmz if contirniation shest Page 15 0f 24
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F 371 Cuontinued From page 15 F 374 ive s} wi
July 30, 2013, at 9:19 a.m,, revealed, and :
interview with the Certified Dietary Manager from
a sister facliity present during the observation, 2. The Nurst
confirmed the dietary staff m ember (same . m?mu:j:dn]i l-!nmn;I Adminisnat_or will
member as ohservation an July 29, 2013, at 9:20 Peport monthly o the pereo Phance and
a.m.) working the dirty side of the dish maching Improvements cﬂm;tfce?m\?,’:-‘;
push a dish rack contalning dirty dishes in diect conslsts of the , Nursing Homme
contact with the dish rack of clean dishes inside Administrator, Medical Director,
:ihe hgl;mmaohine in order to aject the clean Director of Nursing, Assistant Director
is m the machine, of Nursing/Stafy Development
Coordinator, Human Resource Dirceior,
Observation on July 30, 2013, beginning at 9:19 Dietary Manager, Admissions/Marketing
a.m., fevealad, and interview with the Certifiad omainator, Business Office Manager,
Dietary Manager from a sister facility present ;’m%ﬁz]ﬁf“d?’{n ‘,'ffl“’;
. . ator. Healt 17
e e e i ||, Mt el i
j . . eriommance
gf)thT: ;:I;y goads siore mmf.mr&‘e i Ftémmllzu wit rc\rrine;:-\r“::l?r:snl:lls. i
. ; tond mixer RCNOES , ed R
refrigarator tiad dried debris on the tnderaide f the mm;m’in?’;ﬁ;&;’;“ i
the beater arm, had an accumulation of dried continye for an additiona) twelve wecks
gebm mrl:; the miﬁcﬂg bowl, and had sticky uatfl 100% compliance is achioved,
ebris surtbunding the suction cushions attached -
tor the legs of the mixer.
3.) The flour and sugar bin fids had dried debris
present. -
4.)Thacenopeneronmeprepareﬂmlahlehad
Sticky debris on the blade and in the slot of the
bace. F372 01372013
5.) The right side of the intetior of the ice maching ve action will be co
had black colored . 4 - ice? .
6.) The comers of the gril had an accumutation of % The Dumpstes arca was eleared of
7.) The gril spill pan was full of dark colored liquid Pisector on July 31, 2015.
and debris, . Identi idents
8.) The inerior of the microwave had dried o eldents tat e the porenia 10 b
splatiered debris present. ®)  All associates cespansible for disposal of
F 372 483.35(1}{3) DISPOSE GARBAGE 8 REFUSE F3rz garbage will be in-serviced on proper
5= | PROPERLY disposal of garbage by Housekeeping
DMronAugSmdA»gl:,Zﬁll .
f coninuation shaot Page 16 of 24
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F 372 ConﬁnUEd me pagﬁ 16 F 372 ot siggcsurcy will b i intg MACE (4 b
systemaric changes will vou make 10 engure
The facility must dispose of garbage and refuse thal the deficlent practice does pot recur?
properly. 3. The Housckeeping Director will observe
Dutwspeser apea for Proper disposat of
gamhage theet times a week for twelve
This REQUIREMENT is not met as evidenced weeks siarting Aug 12, 2013.
by: - . " .
Based on observation and interview, the facility Hay the cometive setion(s) will be .
failad to dispese of garbage properly. —— e :
The findings included: & The Houstkecping Director wiil repost
o resuts of audits di
Observation of the facility dumpster area garbags to the wil sepent e O
revealed, and lntzer\[lew with the chef, present ce Improvements Cormmittee:
during the observation, confirmed on July 29 (which consists of the Nursing Home
2013, beginning at 8:20 a.m., fwo fult plastic bags Adininistrator, Medical Director,
and two plastic gloves were on the concrete pad Dircctor of Nursing, Assistant Directar
outside of the dumpster. Furiher observation of Nursing/Staff’ Development
revealed orie of the full plastic bags was under Coondinator, Hiityan Resoures Director,
the dumipster leg. Further infarviaw revealed on gmmmﬂgﬂg Admissiops/Marketing
"...Friday the ground was covered with plastic Housck:&';'m‘immu.‘“ Manager,
 bags because they (carbage service provider) Activity Coordinator, Health Inﬁ,armation
hadn't picked up yet...” Managér, and Maintenance Director),
b The Performance Improvement
Dl:.}sewaﬂon of the fadﬁnr.dumps{er area . Committee will review the results. Ifit
revealed, and interview with the Certified Diatary is deemed neoessary by the committee,
Manager from a sister facility, present during the the decumentation and auditing will
chservation, confirmed on July 30, 2013, at 9:55 cantinue for an additional twelve weeks
a.m., the remnante of a plastic bag with debris watil 100% casmplioace Is achieved
was under the leg of the dumpster. -
F 431 483.60(b). (d), {e) DRUG RECORDS, F 431
$S=F | LABEL/STORE DRUGS & BIOLOGICALS
The facliity must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controlled drugs in sufficlent detall fo enable an
accurate reconciliation; and determings that drug
A CMS-2SE7I200) Froviois Versioms Obsoleis Evond 1D-8BPEY1 Facikty th: TN

I confinuution shaet Page 17 of 24



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/02/2013

CENTERS FOR MEDICARE & MEDICAID SERVICES ) O wgoﬁgﬁégm
STATEMENT OF DEFICIENGIES X1} PROVIDER/SUPPLIERICL TIPLE CONSTRUCT
AND PLAN OF CORRECTION & lDENTIFICATIO:! NUMBEF::A ﬁuﬁm o Mm
445434 BWING __ ' 07/31/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
LIFE CARE CENTER OF RHEA COUNTY ;me‘;:"“s;;;: HiGHwaY
SUMMARY STATEMENT OF DEFICGIENCIES PROVIDER'S PLAL CORRECTI
m (EACH DEFICIENGY MUST BE PRECEDED BY FLILL PR (Eacucomc'}:ﬂfsﬂfgmmsuou&"ae comtEmon
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ot
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F 431 | Continued From page 17
records are in order and that an account of al 05/13/2013
controlled drugs Is maintained and periodically i
reconciled. a The conitainers were removed from each
. . medication cart and items storad
Drugs and biologicals used in the facility must be correctly by Unit Coordinators on
labeled in accordance with curently accepted 3V/13.
professional priniciples, and include the b.  Licensod personnel were in-serviced by
appropriate accessory and cautionary Steff Devclopment Coordinator on
Instructions, and the expiration date when S/8113 10 8714/13 for proper storage
applicable, precedures on intermal and extemal
lnamrd_ anoemmStateandFederal_ laws, the fFecred by the alle efiols action
facility must store all drugs and biologicals in 2. All medication carts were checked
locked oomparhnent? under proper temperature for proper storage of internal and
controls, and permit only authorized personnel to external ed'rag_ b
have 0 the keys, 8 mal medications by Unjs
fccess Coordinators on 7/31/13,
The facility must provide separ:;eéy fgmked, What measures will be put fntp place or whas
permanently affixed compartm r storage of syStematic chanees will you make 1o ensire
controlled drugs listed in Scheduie I of the M:EMILMMEMQ
Comprehensive Drug Ahuse Prevention and & Alllitensed personnel were in-serviced
Cornfrol Act of 1976 and other drugs subject to on proper storage of intemnal and
abuse, excopt whon the facility uses single unit external medication on 8/3/13 1o
package drug distribution systems in which the ngrf;B by Staff Developroent
uantity stored Is minima! and a missing dose oordinator.
ge readily detected: a oan b.  Medication cans will be audited waekly
for four weeks, and then monthly for
two months by the Directop of Nursing
and 5taff Develepment Coordinator fer
compliance.
gis REQUIREMENT Is not met as evidenced £ E:‘e Di:e:;ctr of Nurslngl lor N{mThg
- me INItrakor wi W
Based on observation and interview, the facity medication certs and sudics starting o
failed to appropriately store internal 2nd external 8/12/13 10 9/9/13 and then monthly for
medicalions and preparations for three of three two months.
medication carts observed,
The findings included:
Observation of the 100 hall medication cart on
HRM CMS-2587T02-09) Previcus Versions Obsolets Event ID:0BP511 Faclity 10; TNT202 K continuation shoot Puge 18 of 24
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F 431 Continued From page 18 F 431! Ha the comective action(s) il be
July 31, 2013, at 9:35 a.m., with Licensed Mm&mmw
Practical Nurse (LPN #2) in the 100 medication Rgd recur and what quality assurance program
room revealed a basket in the right top drawer Lintg blaced
containing five Bisavedyl suppositories, five & The Director of Nursing or the Nursing
Lidocaine 5% ampules, slong with nail clippers Home Administratof will report the
and alcohol wipes. LPN #2 conf; 1ed the two ﬂﬁofﬂ)e{nedtmnoncarctaudtt_to!!w
edications ware not stored properly. ' (whithn?:nos?sl?z;wl:?;rﬁrsiz:ﬂg:::
X . dmial . Medical Di .
Observation of the 200 hall medicaiion cart on Dirsctor of Nsing. Assitam Brecor
-July 31, 2013, at 9:55 a.m., with LPN # 4 in the of Nursing/Staff Developmicnt
200 medication room revealed a basket in the Coordinator, Business Offics Manager,
right top drawer containing four Bisacodyl Housekeeping/Laundry Director,
suppositories, two AAA batteries, and an Activity Coordinator, Health Information
Accudose machine. LPN #4 confirmed the Manager, and Maintenance Director).
medication were not stored property. b, The Performance improvement
Committee will review the results. Ifit
Observation of the 300 hall medication cart on is decmed necessary by the comminee.
July 31, 2013, at 12:56 p.n., with LPN#3 in the | Aodional edusalion may be provided;
gl  process evaluated/revised and/or the
300 hf"’ﬂ re‘vemd a basket in the right top drawer audijs continued, for three months yntit
containing three single uas packets of ARD 180% mliant;e Is achieved,

oviniment and two vials of single use Normal
Saline solution. LPN #3 confirmad tha medication .
was not stored properly. '
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441
$8=D | SPREAD, LINENS

The faciliy must establish and maintainan
Infection Control Program designed to provide a

(a) Infection Control Program

The facllity must establish an infection Contro!
Program under which it -

(1) Investigates, controls, and prevents infections
in the facilify; .

(2) Deoldes what procedures, such as iselation,

IRM CMS-2557(02-85) Pravious Versions Qbeclate Event ID:ERPS11 Faclhy i0: TH7202 lfconﬂrunﬂunmeetPage 1Boi24
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F 441 | Continued From page 19 F441) sl
should be appliad to an individual resident; and 4ve action will be comect | 8%/1372013
(3) Maintains a record of incidents and corrective this alleged deficient practice? )

actions related to infections.

{b)} Preventing Spread of infection

{1) When the Infection Controt Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The faciiity must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmilt the disease.

{3) The faciiity must require staff to wash thelr
hands after.each direct resident, contact for which
hand washing is indicated by accepted
professional praclice.

{¢) Linens ]
Peraonnel must handle, store, process and
fransport ¥nens so as to prevent the spread of
nfection.

This REQUIREMENT is not met as evidenced

Basad on observation, interiew ard

palicy review, the faeility fafled 1o provide
condifions for two residents (#122 and #219) of
forty-six residents reviswed.

The findings inciuded:

Observation during medication administration
review on the 2007300 hatiway on July 30, 2013,
at 8:00 a.m., revealed Livensed Practica) Nurse
(LFPN) #3 failed fo remove gloves and wash

hands before giving'a subcttaneous injection to

Licensed Practical Nurse #3 was
educated by Director of Nursing and -
Staff Development Coordinator on
infection conirol in relation to proper
hand washing and usage of gloves and
cleaning of equipment, to include blood
pressure cuff and oximeter, used on
etsidents by Staff Development
Coordirator on 8/17/13. Resident #219
has no signs and symptoms of infectipn
velated to injection or use of medical
cquipment. Licensed Practical Norse #2
was educated by Jdirector of Nursing and
-Staff Developruent Coordinator on
infection controt in relation to cleaning
-of medical equipment.
Alli Clinical Personnel will be in-serviced
on infection control in relation to proper
hand washing and usage of gloves during
infection of resident and ajl CHpical
Personnel will be jn-serviced on cleaning
»f medical equipment to include blood
pressure cuff and oximeter.by Staff
Development Coordinator on 8/8/13 to

T BA14N13

Meptify residents that have the potential to be

eged deficien: ti

@) All residents receiving injections were
reviewed (or signs and symptoms of
infection, and no residents were found to
be affected. Mo residents whose 02
Stats apd BPS were obtained were found
to be affected on 8/7/13. Al Climical
staff was in-serviced by Staff
Deevelapment Coordinator.

Y
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F 441 Continued From page 20 F 441
resident #219,

Observation upon entering the room to give the
medications, LPN #3 washed the hands and
denned gloves. LPN #3 then proceaded to
reamange a wheelchatr, 2 bedside commode and
ratsed the head of the bed of the resident.

Continued observation revealed LPN #3 then
p!aoedthepulseonmater.aﬂaclmtomaroﬂing
blood pressure monitoring maohine, on the finger
of the resident.

Further observation revezied the resigent then
recaived the PO by mouth) medication. LPN #3
thenlowetedﬂmheadofﬂtabedandpmceeded
{o giv e the suboutanecus injection inthe

Interview with LPN'¥#3 at the time of the
observation.comirmedcﬂdnotremmgioves.
wash ﬂle‘han_ds ar sanitize the pulse oximeter.

Observation on July 31, 201 3, at 8:15 a.m., in the
100 haitway at ﬂ_le_medication_cart during

Continued observation revealed LPN #2 took the
resident’s blood pressure before medication
adminisiration, gave the madications and Iaﬁ the

lnten:iewwiﬂtLPNﬂatﬂtattimeomfmedshe

cieqt ice d

8/14/13

Monthly for two months

on residents,

& All Nursing persannel will be jn-serviced
on Infection control in relation to proper
hand washing and usage of gioves during
injection and cleaning of equipment, 1o
include blood pressure cuff and
oximeter, used on residents by Stafy
Development Coordinator on B/8M3 10

b.  Director of Nursing will conduct visual
awdits starting 8/12/13 10 9/9/13 and then

washing and cleaning of equipment used

€. Nursing Home Administrator witl audit
the infection control process Weekly
reviews for compliance for four weeks
ad momkly for twe months. ’

not recur?

on proper hand

M CALS-25E7(02-88) Previous Verlons Gtsolets Evert ID:88P57¢
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. ive wil
F 441 | Continued From page 21 F 441 t ensure the deficism practice will
did not sanitize the machine or the blood «:*;—m—wmﬁ:h%csfﬁﬁw
aach Wikl be put into place?
pressure cuff and ﬂwt the cuff s used far 1. The Director of Nursing or the Nursing
resident mat‘needs it and is not cleaned in Home Administrator will report the
hetween residents. infection audit results to the performance
) N . - improvement committee: (which consists
Facility pollcy feview Of‘lhf Suhcutam, of, the Nursing Home Administrator,
Injection” policy revealed “...General Infection Medical Dirtctor, Director of Nursing,
Control Guidelines....2. Wash your hands before Assistant Director of Nursing/Staff
and after all procedures...7. Thoroughiy clean alt Development Coordinator, Human
‘ equipment used...” Resource Director, Dietary Manager,
Admissions/Marketing Coordinator,
revi C!aani itizi : Business Office Manager,
S?sf?,f“é’&.‘?’ff" & Steefwlrg&:* wwm - Housekeeping/Laundyy Ditector,
. Activity Coordinator, Health Information
-..clean suP plies and equipment immediately Manager, and Maintenance Director
after use...” 2. The Performance leprovement
: Committee will teview the results. It
Interview with the Director of Nursing on July 21, is deemeq necessary by the committe,
20113, at 2:45 p-m,, in the conference room additional cducation may be provided;
confirmed the equipment such as pulse ‘the process evaluated/revised and/or the
oximeters "should be cleaned belween andits revived, for three months or, until
residents.” 100% compliancs is achieved. i
F 514| 483.75(1(1) RES ‘F514
55=D | RECORDS-COMPLETE/ACCURATE/ACCESSIB 54 F'ggn 32013
LE at- ¢ aciiop will be 1 come
The facility must maintain elinlesl records on each a. Resident #40 pain assessment was
resident in sccorddance with scoepled professional revicwed and updated on August 6. 2013
standards’and practices that are compiete; by Unit Coordinator.
accurately documented; readily accmsible and i . bt hav rential to
eu'lﬂtlca“y Ol‘ga LTy TEs).
syst nized. affectod by the alleged deficient practice..
. . i iving PRN pain
The clinicat resord must contain sufficient 2 All residents recejving PRN
. medications were assessed for
qurmam to identify th‘e resident 2 recard.of the effectiveness of medication by unit
resident’s assessments; the pian of care and coordinators on August 13, 2013,
services providad; the resulls of any
preadmission screening condiucted by the State;
and progress notes,
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F 514 | Continued From page 22 F 574 Nt oy d b put Emto lace o wiha
eranti i}l vou make t e
This REQUIREMENT s not met as evidenced & the deficient pragt] 1 recur?
by: . Al licftdlsad mfrsng p;rs?nnal will be in-
Based on medical record review, facility policy serviced on Pain Medication Protoeol
review, and interview, the facility fafled to B“:vdfcume'fg';"d'fy Staff .
maintain an accurate clinical record for one gn;;;pmm rinator on 8/8/t3 10
resident (#40) of forty-six tesitlants reviewad. b. ;Jnit Coordinator will andit the
ocumentation on PRN medication th
The findings included: times weekl; fogl:welvc':eell:lm e
ResidentﬂOwasadmiﬁedtotheMi&onJuiy w the action(s) wil} be
1, 2009, with diagnoses including Ostecarthritis, moni icien tice will
Anxiety, Parkinson's Disease, Tachycardia, Bot recty and what quality assyrance program
Arihritis, Peripheral Neuropathy, and Spasticity. Wit be oyt into plsce?
a Th;_D:;ecwr ofNur§ing will report the
Reviaw of the July 2013 Recapitufation Orders audnt of documentation on PRN
revealed pain medication inc! uding I ;h;dﬁi)catwn results 1o resuits to 1he_
cation prophen rmance Improvement Comymittee:
200 miligrams (mp) by mouth every (po q) 12 {which consists of , the Nursing Home
{hours) as needed (pm) for severe pain, and Administrator, Medical Direcror,
Acetaminophen 560 mg po 4 4 hours pm. thlr':.cto;' mgg, Assistant Director
of Nurs vel t
Medical record review of the July 2013 Coordinator, I-lumzmE R:gon:::le Director,
Medication Administration Record {MAR) Dietary Manager, Admissions/Marketing
revealed the Acetaminophen had been Courdinator, Business Office Manager,
administerad on July 12, 15, and 20, 2013. Housckeeplng/Laundry Dircctor,
Furtt iow of the back of the MAR revealed Activity Coordma_mr, Heaith {nformalian
no documentation of the effectivaness of the " ;‘h’:ﬂ;;"u::cf}';;“ﬁ“ D rector).
medication. ’ ) P s
Coramittee will review the results. Ifit
. . is deemed i
Medical record review of the undated Pain Flow tl;c dmum?me;m%ya?;i;:i:;‘z;gw'
fevwh&efélzmm da.;u?-f Jghgna::;dfasm boukme continue for an mdditional twelve weeks
(1] antati sing wati} 100% compliance is achieved.
effectivensss of the pain medication. '
Review of the: faclity policy entitied “Pain
Management Profacol® with the revision date of
March 2007, revealed "Procedure...4. Nursing
starff will...document the effectiveness of the pain
management program in the residant medical
HORM OMS-2567102 09) Previous Vergsans Obsolats Evant iD:98PS11 Faility I0- TNT202 I continuation shaet Page 23 of 24
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F 614 | Continued From page 23 ) F 514
record {Nurses' Notes/Pain Management Flow
Sheet/ Medication Administration Record).."
Interview, on July 31, 2013, at 1:00 p.m., in the
conference reom, with the Director of Nursing,
revealed the pain medication effectiveness was to
be documented on the Pain Flow Sheet. Further
interview confirmed the facility failed to follow the
policy 0 document the pain medication
effectiveness and the medical record was
inaccurate.
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